tory account of the developments in America and its contemptuous dismissal of the role of the general practitioner services in the UK.
Community mental health centres (CMHCs) were established to find and treat those mentally ill patients who normally do not come for treatment, to help prevent mental illness developing in the community, and to improve the all-round level of the mental health services. Given such an expansive" brief, it was perhaps inevitable that some of the aims got lost. It will not surprise alert British observers of the international mental health scene to learn that one of the losers has been the chronically ill psychiatric patient. By the end of the 196Os, the CMHCs 'began to lose perspective' (Borus 1978) so that instead of providing muchneeded services, they made direct attempts under the banner of prevention to change society by organizing protests against social ills. Robert Okin, the Massachusetts Commissioner for Mental Health, has only been the latest of a long line of critics who have deplored the failure ofCMHCs to provide adequate residential and rehabilitative facilities for the chronic patient, and he has recently observed that 'although the most recent version of the CMHC statute has been modified to include a requirement that the CMHCs provide services to the chronic patient, no new monies were appropriated for this purpose' (Okin 1978) .
The director of the CMHC programme, Steven Sharfstein, has admitted that there has been a marked shift in the programme away from actually delivering care and treatment of the seriously mentally ill to providing services for the socially 'maladjusted' (Sharfstein 1978) . Professor Jones provides an example of what now constitutes community mental health care with her account of the forty Italian mothers protesting about the siting of a traffic light. Worthy as such community treatment may be, it is removed from the provision of treatment services for the seriously disabled and now 'deinstitutionalized' psychiatric patient, which was after all the major justification for the CMHC programme in the first place. Not surprisingly, psychiatrists are deserting the CMHC programme at a rapid rate (the ratio of psychiatrists per CMHC fell from 6.8 to 4.3 from 1970to 1975).
According to Fink & Weinstein (1979) , they apparently prefer their narrower focusofproviding services for the millions of psychiatrically ill patients to the Utopian goal of bringing 'mental health' and 'the good life' to the American community in general.
However, other staff numbers at the CMHCs have continued to rise. Indeed, there are so many as to demand that the notion of a personal, efficiently-coordinated service conjured up in Professor Jones' paper be seriously qualified. Just how labyrinthine a problem it can be was unwittingly revealed by Dr Saul Feldman's admission to the effect that there is actually no such thing as a CMHC (Feldman 1979)! In the vast majority of cases, the facility is actually a collection of disparate facilities, structurallly and geographically separate, but cobbled together under that familiar Americanism 'center' and thereby miraculously transformed into providing in a rational and comprehensive fashion or 'programme' that which hitherto had been provided in bits and pieces.: Professor Jones refers to the personal nature of the service but neglects to tell us how a population of 75000 people or more can have a personal relationship with 96 different professionals, although she does reveal that the professionals are on first name terms -with each other! However, the CMHC programme is a particularly American response to a particularly American problem, namely how to provide a comprehensive and coordinated system of care to a particularly deprived population of chronically ill people in a system of health care which tends to favour the moderately healthy and wealthy. It is also only coping with a fraction of the total pool of psychosocial morbidity in the community. It has been estimated that only 8.4% of the 4.9 million people using the specialized mental health services in the USA in a given year are treated in CMHCs (Hankin & Oktay 1979) . Professor Jones' views on this somewhat atypical and specialized programme would hardly have mattered very much had she refrained from making such comments as she did concerning the pattern of services in the UK, and in particular the primary care service. It is a pity that while she has been privileged to visit community mental health centres in Brooklyn and Harlem she has perhaps lessexperienceof primary medical care in the UK. Otherwise how can one explain the fact that she writes of the integration of the mental health servicesand omits to mention the development of a service which in the UK involvesthe active participation and collaboration of general practitioners, health visitors, district nurses, psychologists and socialworkers,operating in the majorityof instances from the same premises and serving the primary health care needs of the entire general population.
Of course, the British primary health care programme has evolved with a traditional fastidiousness and modesty. It has not even been described as a 'programme', despite the fact that since 1970 there has been a steady and spectacular rise in the number of health centres in England and Wales (212in 1972; 731 in 1977) so that atthe time of writing one GP in every five works in such a setting. Nor has it yet been transformed into a bandwagon on which can climb the usual motley crew of self-servingpoliticians, fund-hungry medical researchers, trendy health care analysts and vocal pressure groups. What it does possess, however, is a solid research base, much of it provided over the years by the General Practice Research Unit funded by the DHSS. Research has shown that the general practitioner handles the overwhelmingproportion of the poolof psychiatric morbidity in the community (Shepherdet al. 1966) ; that there is an extensive social component to the psychiatric problems (Cooper 1972) ;that there is a sizeable medical component to the problems brought to social service departments (Corney 1979) ;that socialworkersand general practitioners can work closely and competently together (Williams &Clare 1979); and that there are measurable clinical and social benefits to their clients/patients when they do (Cooper et al. 1975 ). In the circumstances,the endorsement of primary health care as the comer-stone of the community mental health service (WHO 1973) is both sensible and far-sighted.
Professor Jones observes that many British hospitals and clinics run as closedsystemswith the patient materializing when he enters the door and somehowdematerializing again when he leaves. It is a valid criticism of the hospital system here, but one which I believe to be far lessapplicable to our system of general practice care. But just saying so will hardly convince anyone. So I take a leaf from the National Institute of Mental Health book and suggest that Professor Jones reassesses the health centres of the UK to sec for herself the progress that has been made in the integration of a medicosocial service. 10 judge by her paper, it is high time she did so.
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